Abstract This exploratory study completed interviews with 25 depressed pregnant women who had prior depression, and when becoming pregnant, were receiving depression medication or tried to get mental health care. Seventy one percent of women were more than 25 weeks gestation at the time of the interview. Thirty-five percent of women were not receiving treatment. While 94 % told their provider of their pregnancy, 36 % had no opportunity to discuss the risks and benefits of continued pharmacotherapy; 42 % had no opportunity to continue pharmacotherapy. Some providers may be reluctant to treat depressed pregnant women, creating a potential barrier to their receipt of needed care.
treatment options, most pregnant women with depression do not get treatment [2] because they experience barriers to getting mental health care [5] . Prescribing providers and women themselves are often concerned about the adverse effects of antidepressant medications on fetal and neonatal development. These concerns commonly lead to medication discontinuation, which increases the risk for depression relapse [6, 7] . It is likely that women are less familiar with the risks of untreated perinatal depression.
The treatment of pregnant women with depression is complex and requires a thorough evaluation and risk-benefit discussion. This current study is the first to examine what happens when pregnant women with depression tell their prescribing provider of their pregnancy. Anecdotal reports raise concern that providers may drop women from care entirely [8] . In a recent study, OB/Gyn providers perceived that community mental health providers commonly discontinue psychotropic medications or mental health care during pregnancy [9] .
This exploratory study aims to: (1) elucidate experiences of women receiving depression medication at the point they learned of their pregnancy; (2) explore whether pregnant women were given opportunities to discuss risks/benefits of medications with prescribing providers or were referred for other treatments; and (3) identify gaps in clinical care among pregnant women who may need psychopharmacological depression treatment.
Methods
We conducted a descriptive exploratory study with a convenience sample of Englishspeaking pregnant women aged 18-45 from June-August 2012. Women were recruited from obstetric clinics located in a large Central Massachusetts hospital. The Institutional Review Board approved the protocol.
Data Collection
Informed consent was obtained to take the Edinburgh Postnatal Depression Scale (EPDS) and, if eligible, to participate in a subsequent phone or in-person interview. The EPDS is a self-administered 10-item scale developed to screen for depression in perinatal women [10] . Scores ranging from 9-13 indicate depression; we used C10 for evaluation of further study inclusion.
Initially included women were asked: ''Were you receiving treatment with medicine for depression from a mental health clinician or primary care provider at the time you learned you were pregnant?'' or ''Have you tried to obtain mental health services during pregnancy?'' Women who answered yes to either question were invited to participate in a 15-min structured interview. Interviews were conducted by a trained research assistant within 2 weeks of screening.
The interview collected information on demographics, depression and treatment, history and experiences in: continuing treatment or referral for depression care during pregnancy; decision-making with prescribing provider regarding medication treatment; treatment modalities; and barriers to obtaining mental health treatment. Subjects were asked about medication use in the prenatal period and the nature of interactions with prescribing providers.
Analysis
Due to the exploratory study design, analyses were limited to descriptive statistics, specifically, frequency and proportions, and means and standard deviations for categorical and continuous variables, respectively. Subsequent bivariate analyses compared, for example, prescription patterns between primary care and mental health providers and utilization of medication for depression among women by provider type.
Results
Of 219 women invited to participate, 110 (50 %) consented to EPDS screening. Forty-one percent (n = 46) had EPDS scores C10. Twenty-five of 46 women (54 %) indicated receiving treatment with depression medication from a mental health or primary care provider (PCP) when they learned of their pregnancy (n = 17) or tried to obtain mental health treatment during pregnancy (n = 8).
Women Receiving Medication for Depression at Time They Learned of Pregnancy
Demographic characteristics of women receiving depression treatment are listed in Table 1 . Seventy-one percent of women were C25 weeks gestation at screening. All women had prior depression diagnoses. While 46 % viewed medication use as acceptable, all but one had stopped their depression medication when learning of their pregnancy. Thirty-five percent of women were not receiving any depression treatment.
Most women (94 %) told their prescribing provider about their pregnancy. Eleven of 17 (64 %) discussed pros and cons of medication use with their prescriber. Nine of 17 (58 %) were given the opportunity to continue depression medication. Seven of 17 (41 %) reported their provider suggested counseling without medication. The responses to several questions differed among subjects receiving care from mental health providers versus PCPs. For example, 67 % of women (n = 6) seeing a mental health provider reported having the opportunity to continue medication for depression versus 38 % (n = 3) seeing a PCP. Of the eight who were not given an option to continue, only one had been referred to another mental health resource.
Subjects who discussed medication use during pregnancy with their provider (n = 8) endorsed a range of experiences, including:
She doesn't seem to know a lot about the immediate effects of being pregnant and taking the medication.
He refused to write a prescription. Wanted me to come off everything very fast….
Some subjects reported barriers in maintaining positive interactions with prescribing providers during pregnancy, and provider reluctance to continue treatment, including:
My doctor wanted the OB/Gyn to deal with it. OB/Gyn didn't prescribe those types of drugs. I only had a few weeks to taper then left to fend for myself. I was finally steady on medicine and then couldn't get it. I almost had an abortion-I didn't know what to do.
My PCP stopped meds because of risks. Said to call her back after the pregnancy.
Women not Receiving Services at Time Learned Pregnant and Tried to Get Care During Pregnancy
Subjects who were not receiving treatment at time they learned they were pregnant but had tried to get mental health care (n = 8) had similar demographic data ( Table 1 ). Seven of eight women (88 %) talked to their PCP or OB/Gyn about depression, yet only two (25 %) were receiving mental health treatment. Of the six women (75 %) not getting treatment, only one had received a mental health referral from their PCP or OB/Gyn.
Discussion
Untreated depression during pregnancy negatively impacts birth and infant outcomes [1, 2] . In this study, one-third of women receiving medication treatment for depression when they learned of their pregnancy did not receive depression treatment later in pregnancy. These findings are particularly concerning because all but one participant had been treated for recurrent depression and had let their prescribing provider know of their pregnancy. While almost half of the participants were willing to continue medications during pregnancy, a subgroup of women reported they were not given a chance to continue medication for depression and did not have the opportunity to discuss risks/benefits of medication use during pregnancy. Of the eight women who did not have an opportunity to continue medication, only one was referred to another source of mental health care.
Only two of eight women who screened positive for depression screen and attempted to get needed mental health care upon becoming pregnant succeeded in linking with mental health care. Most of these women had a history of depression treatment and all but one reported having discussed depression care needs with their PCP or OB/Gyn provider.
Our results suggest that both mental health and primary care providers lack knowledge about depression medication use during pregnancy and may be reluctant to continue medication treatment. Providers may not be prepared to facilitate an informed decisionmaking process and may be fearful about malpractice risks of continued medication treatment during pregnancy [3, 11, 12] . While women commonly self-discontinue medications when they become pregnant [6] , in our study all except one participant told their prescribing provider about their pregnancy. This suggests that improved communication between OB providers and mental health clinicians, and proactive efforts to reach out and re-engage pregnant women in mental health treatment, could mitigate precipitous medication discontinuation prior to risk/benefit discussions. Efforts to create reliable pathways from primary care to mental health care when women become pregnant could also help women access and engage in depression treatments. Strengthening mental health providers' capacity to treat pregnant women and co-locating mental health care within obstetrical care settings may also help close this major gap in care.
Our findings should be interpreted with some limitations in mind, including the small convenience sample from one locale and reliance on self-report. Our approach, however, is appropriate for the exploratory nature of this unstudied issue and sheds light on a critical and unexplored gap in depression care for pregnant women. The exploratory nature of our study also does not allow us to examine why one-third of the women in our sample did not access depression care. Gathering information from prescribing mental health providers and PCPs would also complement these findings and strengthen our understanding of this gap in care. The findings suggest important directions for research aimed to improve access to pharmacotherapy for perinatal depression.
Our study suggests that some women: (1) are dropped from depression care upon after telling their providers they are pregnant; (2) may not discuss the risks and benefits of using psychotropic medications during pregnancy; and (3) do not get linked with ongoing mental health care when providers are reluctant to continue mental health care. These findings are consistent with a recent qualitative study in which OB/Gyn providers and staff perceived community mental health clinician reluctance to provide pharmacotherapy for pregnant women as a major barrier to mental health care during pregnancy [9] .
Untreated depression during pregnancy has deleterious effects on mother, baby and family. These results suggest that some PCPs and mental health providers are reluctant to treat pregnant women with depression, may not refer women to alternative sources of care, and may be unaware of risks associated with untreated depression.
